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UNIVERSITY OF MINNESOTA MEDICAL SCHOOL
CALENDJi.R OF EVENTS-------
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9:00 - 9:50 Roentgenology-Medicine Conference; L. G. Rigler, C. J. Watson and
Staff; Todd Amphitheater, u. H.

9:00 - 10:50 Obstetrics and Gynecology Conference; J. L. McKelvey and Staff;
Interns' Quarters, U. H.

10:00 - 12:00 Neurology Ward Rounds; A. B. Baker and Staff; Station 50, U. H.

11:00 - Roentgenology-Medicine Conference; Veterans' Hospital.

)

I,
I

11:00 - 12:00 Physical Medicine Conference; Poliomyelitis; Miland E. Knapp;
W-200 U.H.

12:15 - 1:15 Obstetrics and Gynecology Journal Club; M-435, U. H.

Tuesday, April 1

9:00 - 9:50 Roentgenology-Pediatrics Conference; L. G. Rigler, I. McQuarrie and
Staff; Eustis Amphitheater, U. H.

10:30 - Surgery Reading Conference; John R. Paine; Small Conference Room,
Bldg. I, Veterans' Hospital.

12:30 - 1:20 Pathology Conference; Autopsies; Pathology Staff; 102 I. A.

2:00 - 2:50 Dermatology and Syphilology; H. E. Michelson and Staff; Veterans'
Hospital, Bldg. III.

3:15 - 4:15 Gynecology Chart Conference; J. L. McKelvey and Staff; Station 54,
U. H.

3:30 - Clinical Pathological Conference; Veterans' Hospital.

3:45 - 5:00 Pediatrics Staff Rounds; I. McQuarrie and Staff; W-205, U. H.

Wednesday, April 2

8:00 - 8:50 Surgery Journal Club; o. H. Wangensteen and Staff; M-5l5, U. H.

11:00 - 11:50 Pathology-Medicine-Surgery Conference; Subacute Bacterial Endocarditis
due to Brucella Abortus; E. T. Bell, C. J. Watson, O. H. Wangensteen
and Staff; Todd Amphitheater, U. H.

12:00 - 1:00 Physiological Chemistry Journal Club; Staff; 116 M. H.

4:00 6:00 Medicine and Pediatrics Infectious Disease Rounds; W-205, U. H.
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Thursday, April 3

9:00 - 9:50 Medicine Case Presentation; C. J. Watson and Staff. Todd Amphi
theater, u. H.

8:30 - Surgery Grand Rounds; John R. Paine and Staff; Veterans' Hospital.

I 10:00 - 12:00 Medicine Ward Rounds; C. J. Watson and Staff; E-221, u. H.
.{

10:30 - Roentgenology-Surgery Conference; Veterans' Hospital.

4:30, - 5:20 Ophthalmology Ward Rounds; Erling Hansen and Staff; E-534, U. H.

7:30 - Physical Medicine Seminar; 111 Mes.

Friday, April 4

9:00 - 9:50 Medicine Grand Rounds; C. J. Watson and Staff; Todd Amphitheater,
U. H.

9:00 - 10:00 Pediatric Grand Rounds; I. McQuarrie and Staff; Eustis Amphi
theater, U. H.

10:00 - 11:50 Medicine Ward Rounds; C. J. Watson and Staff; E-221, U. H.

10:30 - Medicine Grand Rounds; Veterans' Hospital.

10:30 - 12:20 Otolaryngology Case Studies; L. R. Boies and Staff; Out-Patient
Otolaryngology Department; U. H.

11:30 - 1:00 University of Minnesota Hospitals General Staff Meeting; Holiday.

1:00 - 2:00 Dermatology and Syphilology; Presentation of Selected Cases of the
Week; H. E. Michelson and Staff; W-312, U. H.

1:00 - Roentgeno1ogy-Nuerosurgery Conference; H. P. Peterson, W. T. Peyton
and Staff; Todd Amphitheater, U. H.

Saturday, April 5

7:45 - 8:50 Orthopedics Conference; Wallace H. Cole and Staff; Station 21, U. H.

9:00 - 10:00 Neurology Grand Rounds; A. B. Baker and Staff; Station 50, U. H.

9:00 - 9:50 Surgery-Roentgenology Conference; o. H. Wangensteen, L. G. Rigler,
and Staff; Todd Amphitheater, U. H.

9:00 - 9:50 Medicine Case Presentation; C. J. Watson and Staff; M-515, U. H.
:
J 10:00 - 12:00 Medicine Ward Rounds; C, J. Watson and Staff; E-221, U. H.

( 10:00 - 12:50 Obstetrics and Gynecology Grand Rounds; J. L. MCKelvey and Staff;
} Station 44, U. H.
1
t
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I. PLANIGRAPHY 1li T~ DIAGNOSIS_
OF BRONCHOGENIC CARCINOMA

Leo G. Rigler
Thomas B. Merner

Bronchogenic carcinoma appears to be
increasing in frequency both absolutely
and in proportion to other types of malig
nancy. Westermark12 , in an analysis of
his material from Sweden in 1939, report
ed that cancer of the stomach occurs
6.5 times as frequently as cancer of the
bronchus while in Nystrom's statistics
from Sweden in 1911-12 cancer of the
stomach occurred 74.5 times as often as
cancer of the lung. In certain clinics
in this country cancer of the lung is
second only to cancer of the stomach in
frequency as a cause of death in older
individuals. There is no good explana
tion for this marked increase in inci
dence. The increase in life expectancy
may have increased the number of cases
of bronchogenic carcinoma more than other
types of malignancy.

The value of early diagnosis of car
cinoma of the lung has been greatly
enhanced in recent years by tho rapid
development of thoracic surgery. Pneu
monectomy is a feasible and not infre
quently curative procedure. There are
now a respectable number of five-year
cures of pulmonary carcinoma despite the
fact that resection of a whole lung for
cancer was performed successfully for
the first time only thirteen years ago by
Evarts Graham of St. Louis. That patient
is still alive. Recently Jones of Los
Angeles reported a series of 37 cases
of pneumonectomy for carcinoma of the
lung with a primary mortality of but five
per cent. Such data indicate how important
it is to make an early diagnosis in this
disease before local extension or metas
tasis has made the disease inoperable.

Certain methods of diagnosis have oc
cupied the first place in the recognition
of carcinoma of the lung in the living in
dividual. Bronchoscopic examintion has
been of great value and has the added
advantage of ~rov1d1ns a means of blopSll
Many surgeons are hOV well lirained in the
technique (jf' bfonohoBoopyahd. the moth()d;

has been steadily improved upon. There
is no comparable method by which the
absolutely certain diagnosis so desir
able to permit exploration of the thorax
can be achieved. There are still many
cases, however, in which bronchoscopy
is accomplished with difficulty. It
requires the use of anesthesia, either
local or general, which is time-consum
ing. Good patient cooperation is re
quired and to many individuals it is a
frightening procedure. The poor condi·
tion of some patients prevents its use
entirely.

The bronchi are not always easily
examined by endoscopic methods. Par
ticularly is this true of the upper lobe
bronchi which are often technically dif
ficult to visualize with the broncho
scope because of their sharp angulation.
Certain anatomical variations of the
bronchi or marked distortion of the
bronchi from extrinsic lesions often
prevent a satisfactory examination.
While it is agreed that a positive
biopsy is extremely important in the
presence of a suspected tumor a negative
biopsy by no means excludes a tumor.
Therefore, not infrequently bronchoscopy
is disappointing.

Graham has reported that 16 broncho
scopies were resorted to in one case
before positive evidence of a tumor was
obtained. Upon occasion pneumothorax is
instituted in order to depress the upper
lobe bronchi so that they can be entered
by the bronchoscope. Despite such stren
uous efforts in Graham's Clinic not more
than 70% of the patients operated upon
for carcinoma of the lung have a posi
tive pre-operative diagnosis resulting
from bronchoscopy. In this clinic as
well as in many others, the percentage
is much less than that.

Great advances have been made in the
roentgenological diagnosis of bronchial
lesions. The secondary manifestations
of bronchial obstruction are well known
and in many cases the trained observer
can make a diagnosis of the presence and
8.MtQ1Ilical pos1t:1on of a bronchial mass
from the ot'dinary rou't!l1.ne films in
ve.rioua:po~H1ons. W1i~~, .the presence of
a brondhfai tumor is BU$pe~tad from a
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postero-anterior chest film fluoroscopic
examination should be carried out. This
will be useful in determining the posi
tion of the lesion, the location of
atelectasis if present, and any alter
ation in the physiology of respiration.

The films moat useful as suggested by
fluoroscopy, particularly those in the
oblique and lateral positions, should then
be ordered. Films made in both phases
of respiration especially at the extremes
of expiration and inspiration often demon
6t~ate to the best advantage the pres
ence of emphysema or atelectasis. In'
the presence of emphysema the increased
aeration is more eVident in expiration
aud a shift of the mediastinum toward
the opposite side may be present.

The more common manifestations of
bronchogenic carcinoma are well known.
A mass either in the hilum or less com
monly in the periphery, a localized
abscess, an infiltrative process either
localized or throughout one lung may be
present. More important still are the
evidences of bronchial obstruction; that
is, localized or unilateral emphysema,
atelectasis, bronchiectasis, c~ronic

lung inflammation. Westermark 1,12 has
described three stages in the development
of bronchial tumors. In the first stage,
there is diminished air content in the
segment of the lung involved because of
diminished intra-alveolar pressure and
hyperemia. The second stage results
from an increase in size of the bron
chial mass producing a check-valve effect
with resulting emphysema. At this per
iod the emphysema is apparent only in
expiration. The third stage is that of
greater obstruction but with air forced
into the lung during coughing or strain
ing resulting in emphysema both during
inspiration and expiration. In the last
stage the obstruction becomes complete
with consequent atelectasis.

In spite of these well known findings
resulting from bronchial tumors the le
sion may be present in an atypical form
and may defy recognition. Any method
which could actually demonstrate the
tumor itself in a high percentage of
cases would be extremely useful.
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The installation of iodized oil into
the bronchi is a feasible and highly
accurate procedure. With the exception
of bronchoscopy, it is, no doubt, the
most useful method for the delineation
of an intrabronchial tumor. There are
certain contra-indications to broncho
graphy, however; in some cases these
are sufficient to exclude the method
entirely. Furthermore the procedure is
not without complications and difficul
ties so that it is not universally
applicable.

One hesitates to administer iodized
oil where dyspnea is present. Fever and
toxicity are important contra-indica
tions. Reactions from local anesthesia,
a necessary preliminary for broncho
graphy, are rather infrequent, but are
distressing when they occur. Occasional
reactions from the contrast media itself
have been reported. Severe cough pre
vents a satisfactory bronchogram since
the oil may be forced from the smaller
bronchi into the alveoli obscuring the
fields where bronchial Visualization is
important. Many thoracic surgeons object
to bronchography in carcinoma of the
lung because they feel surgery should be
delayed for a period of 6 weeks or more
after the use of iodized oil. Such a
period of waiting allows further increase
in size of the tumor.

The reluctance of surgeons to invade
the thorax shortly after the installa
tion of iodized oil into the bronchi is
based upon the development of a bronchi
tis or even a pneumonitis tmmediately
after the injection of the oil. Such a
reaction is not infrequent and tends to
reduce the vital capacity and increase
the tendency toward infection following
section of a bronchus. While agreement
on this thesis is not general, there is
sufficient evidence to at least promote
caution and delay after bronchography.
For this reason a substitute method per
mitting the visualization of the bronchi
without any artificial contrast medium
is highly desirable.

The bronchi are usually not well
visualized on the ordinary chest roent
genogram without contrast medium. A



In essence the method depends upon
motion of the x-ray tube and the x-ray
film during the course of a relatively
prolonged exposure--one or two seconds.
The tube and film move in opposite
directions to each other producing a dis
placement of all the images in the path
of the x-ray 'beam from one end of the
film to the other except for those oc
curring at a certain plane of the body
which is at the level of the fulcrum
of the x-ray 'beam. As a result all
the structures anterior and posterior to
a particular body plane will appear
blurred in the roentgenogram while at
that level in the body the images of
the structures will be sharp. AdJust
ment of the relationship between x-ray
tube and the x-ray film can be made to
give sharpness at any plane desired.
Furthermore the thickness of the section
which is to be kept clear on the film
can be varied from 1 mm. to several
centimeters. Commonly a number of films
are made at different levels until sharp
ness is obtained in the desired plane.

A trial exposure is made usually at
about 10 cm. from the table· top with
the patient in a supine position. Cor
rections are then made for exposure and
positioning. It is our experience that
underexposure is one of the commonest
errors in technique. Enough exposure
should be given to obtain the proper.den-

The use of the Potter-Bucky diaphragm
in roentgenography of the thorax together
with heavy exposure will often result in
fairly good delineation of the trachea
and the two main bronchi. The major
branches, however, are seldom well seen
and the detail of the main bronchi is
not satisfactory.

For the delineation of the bronchi
without iodized oi1

8
the roentgen method

designated by Moore as body section
roentgenography and yariously called
planigraphy, tomography and laminography
has been found to be most useful. Its
utilization has increased accordingly
despite its rather time-consuming,
expensive technique. The history, prin
ciples, and details of the procedure
have already been ~e~cribed repeatedly
by various authors ' ,9 and need not be
dealt with extensively in this paper.
They have been described by Olson and
RiglerlO in another Staff Bulletin.

method of "air bronChogra~hy" has been
described by some authors and has prov
en quite successful in certain cases.
The detail, however, is rather poor and
in this country has not been widely used.

The technique of body section
roentgenography is quite simple after
a knowledge of the basic principles has
been acquired. In our clinic, the equip-

Body section roentgenography has been ment permits only planigraphic study in
used with considerable success by a num- the recumbent position. It is obvious
ber of investigators for the diagnosis of that films in the upright position
many portions of the body but most es~e9- would prove quite useful in certain cases
ially in pulmonary conditions. Moore used especially where it is desired to demon
it successfully in the diagnosis of lesions strate fluid levels within cavities.
in the skull, spine and lungs. McDougal17 A special planigraphic attachment is
recorded the efficacy of the method in used which allows the film holder with
many areas of the body including the6bron- Potter-Bucky diaphragm and the x-ray
chial tree system. Lowry and Rigler tube to move in opposite directions in
demonstrated the actual tumor shadow with- one plane around a point of rotation
in the bronchus in 7 cases of bronchial which represents the desired plane of
adenomas ~y means of planigraphy. the ob Ject. The depth of the layer may
Greineder published a review of his be changed by altering the point of ro-
method of the use of planigraphy in the tation on the moving arm. The x-ray
diagnosis of bronchogenic carcinoma in tube rotates so that the central ray
which he described the "tumor-core" always passes through the focal point
shadow. Frimann-Dah13 published a series in the desired plane.
of 56 cases of bronchogenic carcinoma in
which he demonstrated positive findings
in 46 cases by means of planigraphy. He
claimed the method was at least as accur
ate as were other methods of diagnosis
while it possessed the advantage of a
minimum degree of disturbance to the pa
tient and there were almost no contra
indications.
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sity of the bronchus when compared with
the surroundi118 areas. The movement of
the tube is such as to produce fairly
thick sections. Films are taken at 8,
10 and 12 em. from the table top. Two
additional films are then made 1 em.
anterior and 1 em. posterior to the level
giving the most information about the
Iss ion. There are then 3 films avail
able for examination of the abnormality.

The planes in whie~ films are made
should be as close to parallel as possi
ble to the bronchus involved. Films tak
en with the plane passing in oblique
direction through the bronchus will pro
duce an appearance of an abrupt ending to
the shadow of the bronchial lumen thus
stmulati118 bronchostenosis. If the
films in the next anterior and posterior
positions are examined, however, the
continuation of the bronchus will be
noted and prevent an error in interpre
tation.

In order to obtain parallel plane
films it will be necessary, in some
cases, to take lateral or oblique views
in respect to the patient's body. Our
experience has been largely with antero
posterior views so that the value of
other projections has not been clearly
ascertained.

The demonstration of an actual de-
fect Within the bronchus is the most
helpful finding in bronchial tumors.
This is seen usually as a smaller tumor
mass of greater density projected into
the air-filled bronchial lumen of lesser
density. The lesion may project from
one broncl1ial wall into the lumen or it
may completely surround the lumen.
There may be complete stenosis of the
bronchus producing a "rat-tail" deformity.
In these cases, atelectasis is a promin
ent feature.

The demonstration of a peribronchial
or extrabronchial mass is of considerable
importance particularly in cases wherein
there is some difficulty in delineating
the intrabronchial lesion itself. The
presence of atelectasis, in addition to
the mass, lends supporting evidence in
favor of carcinoma even though an obvious
intrabronchial mass can be seen. The size

and position of the extra-bronchial
lesion is of considerable help in.deter
mining the prognosis and operability of
the carcinoma. The mass is due to exten
sion through the bronchial wall into
the peribronchial structure or to ex
tensive involvement of the lymph nodes.

The Visualization of a clear cut
. intrabronchial mass is far more common
in the benign adenoma or mixed tumor
of the bronchus than in carcinoma. In
the malignant lesion inflammation,
necrosis and deep infiltration occurs
rapidly. As a result there is stenosis
of the bronohus so that the air column
around the tumor which is so obvious
in the benign lesion is lost. There is,
therefore, less contrast available in
the malignant lesions. The demonstration
of a clear column of air almost sur
rounding the tumor shadow should suggest
that the growth may be benign.

On the other hand, the demonstration
of a complete or partial stenosis of
the bronchus i8 not sufficient in itself
to indicate a diagnosis of carcinoma
since inflammatory lesions will also
produce narrowing of the bronchial lumen.
The distinction between an inflammatory
and a neoplastic stenosis is not easy in
the bronchogram either. The presence of
the typical "rat-tailfl deformity or of
an irregular elongated narrowing of the
bronchus is characteristic. Neverthe
less the collateral evidences afforded
by the other lung changes, the" history
and laboratory findings are needed to
clinch the diagnosis if biopsy is not
available.

Essentially, planigraphy serves as a
supplement to or substitute for broncho
graphy. In many situations an equally
good picture of the major bronchi may
be obtained by this means. In some cases
the planigraphic method produces a more
graphic demonstration of the tumor it
self or of the bronchostenosis than can
be obtained by bronchography.

Since the introduction of planigraphy
in this clinic it has been used on 181
patients suspected of pulmonary disease.
In 81 of this series there was no thought
of a lung tumor I most of them being cases



of tuberculosis or other inflammatory
diseases in which it was desired to deter
mine the presence of cavities or other de
tails ofthe pathology. One hundred cases
were examined because of suspected tumor
and in 47 of these a bronchial neoplasm
was eventually found by one method or
another. Obviously several hundred other
cases were examined during this period of
time for suspected tumor and many more
lung tumors than the above 47 were seen.
The remaining were not subjected to plani
graphic study because the diagnosis was
obviously without the need of special
procedures, or had been proved by some
other procedure, or the patient was too
ill to be moved to the x-ray department
or for many other reasons. It should
be noted that for a period of several
years a potent force militating against
the use of planigraphy was the severe
shortage of x-ray film.
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Amongst the 47 recorded bronchial
tumors in which planigraphy was used
there were ten of the Bo-called bron
chial adenoma type, all apparently be
nigh as indicated by their history,
course, and histologic examination. The
remaining 37 were bronchial carcinomas
as indicated by the collateral findings.
In all but 9 of these the diagnosis was
proved by microscopic examination of
tissue. In the latter cases the other
findings and' the course of events were
so characteristic as to leave no doubt
as to the diagnosis.

The forty-seven patients with bron
chial tumors were submitted to a number
of procedures for diagnosis and the
results achieved are indicated in the
following table.

Successful
No. of Cases Demonstration Unsuccessful, Examined of Tumor Demonstration

Planigraphy 47 42 89 5 11

Bronchography 19 18 95 1 5

Bronchoscopy 33 28 85 5 15

It is evident at once that this is a
selected group of cases and it is not
intended that these figures should serve
as any indication of the relative value
of the designated methods. As in all
pulmonary diagnosis certain procedures
are more applicable to certain cases.
Selection of an adequate procedure must
always be indiVidualized. The purpose of
these figures is only to indicate the
possibilities of planigraphy 8S a supple
mentary or substitute method in certain
cases.

The procedure of planigraphy was a
failure in five cases the details of which
are as follows: coughing and dyspnea
were SUfficiently severe in one case to
prevent proper cooperation. In another
there was a pneumothorax present with
a considerable collapse of the lung and
distortion of the bronchus. In a third
case, the lesion was in the bronchus to
the antero-inferior segment of the upper

lobe. In the latter two patients the
tumor was demonstrated by means of
bronchography. In 2 additional cases
underexposure prevented satisfactory
Visualization of the bronchi involved.

In many of the cases in which only a
branch bronchus was obstructed, a mass
could also be Been extending into the
main bronchus from which the obstructed
bronchus arose. The masses in these
cases were not sufficient~ large nor
did they extend far enough to obstruct
other branch bronchi.

An interesting observation was the
presence of good aeration, in certain
portions of the lung bey~ what ap
peared to be a complete obstruction.
The probable reason for th1~ phenomenon
is that deep inspiration allows the
passage of air in one direction through
a very constricted lumen. A somewhat
similar situation is that of a partially



aerated lobe with segmental atelectasis
beyond what appears to be a complete
obstruction of the main bronchus to that
lobe. An explanation, somewhat question
able, has been made that there is col
lateral aeration through the interlobar
fissure from the adjacent uninvolved
lobe. By means of bronchoscopy, tumors
were demonstrated in 28 of the 33 cases
in which it was used. Of the 5 failures,
three were in patients with lesions of the
lower lobe bronchi, two of them on the
left: two were in the upper lobe bronchi,
one on each side. In three of these cases
the defect was successfully demonstrated
by both bronchography and planigraphy;
in one it was delineated by planigraphy,
in the other by bronchography.

Bronchography was possible in 19
cases and successful in 18 of the total
wi th only 1 failure. The failure was in
a patient who was coughing severely.
The small number of cases submitted to
bronchography indicates the high percent
age of patients in whom the examination
was found to be inadvisable or impracti
cal.

The various bronchi in which tumor
or obstruction were demonstrated by
planigraphy are indicated in the follow
ing table:

Planigraphic Delineation
of Bronchial Tumor --

42 cases.

RIGHT

Multiple bronchi •••..•.••.••••••• 3
Main bronchus ••..••••••..•••.•..• 2
Upper lobe bronchus ••••••.••••••• 8
Lower lobe bronchus ••.••••••••••• 12
Middle lobe bronchus ••••••••.•.•• 2
Middle and lower lobe •.•••.•.•••• 1

LEFT

Multiple bronchi ••.•.•••••••••••• 3
Main bronchus ••..•.•••.••••..•••• 3
Upper lobe bronchus ••.•••..••.••• 4
Lower lobe bronchus •••••••••••••• 4

The 5 cases in which planigraphy was
unsuccessful had tumors in the following
regions:

Right main bronchus ••••••••••.••• 3
Left upper lobe bronchus •••.•..•• 1
Right lower lobe bronchus •••••••• 1

Summary ~ Conclusions

Planigraphy has demonstrated its
effectiveness as an aid in the diagno
sis of intrabronchial masses. It is not
intended to replace the older methods
of diagnosis which are still extremely
useful and in certain cases more accur
ate but it represents an adequate supple
mentary and substitute procedure.

Its accuracy compares favorably with
other roentgen methods of diagnosis.
It offers great advantages in the lack
of complications and contra-indications
which affect other types of examination
such as bronchography and bronchoscopy.
It can be used in many cases in which
other methods are impossible.

Certain details concerning the tech
nique used in this clinic have been
given in the hope that slight aid may
be offered to those contemplating the
use of this procedure. If certain gen
eral principles are followed satisfac
tory results can be obtained.

A report of 47 patients with bronchial
tumors in which planigraphic studies
were made is presented and illustrative
cases are detailed.

A total of 47 cases were examined by
planigraphy and failures were noted in
only 5 cases. Experience with the pro
cedure will reduce the number of failures
appreciably. Bronchography failed in
only 1 of the 19 cases examined but it
is noted that in many cases this method
could not be used.

If continued progress in imprOVing
the technique of planigraphy is main
tained it may reduce the importance of
other methods of examination of the
bronchi.
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III. GOSSIP
Graham L. Davis, Director of

Division of Hospitals, W. K. Kellogg
FounQation, Battle Creek, Michigan, points
out that the Michigan hospital study maQe
by the Commission on Hospital Care recom··
mends that the 292 general anQ allied
special hospitals in Michigan should be
reQuced to 110 institutions 10cateQ in
171 hospital areas. Basic principle is
that a hospital shoulQ not be built if
the neeQ is for less than one of 50 beds.
Population of 15,000 is necessary to sup
port 50 beds, and in many places, it can
be located within 30 miles driving dis
tance of its clientele. If the popula
tion is not dense enough to support such
an institution, the smaller units which
can be built should be branches of a
large one. The greatest need in rural
districts fir for full··time pathologists
and radiologists, and the staggering sum
of 90 millions o~ dollars is needeQ to
modernize and enlarge Michigan Hospital
facilities. Rural general hospitals
should be focal points around which com
munity health services should be developed.
These units, of which 181 are recommended
for Michigan, will house the public health
nurse, physicians' offices, diagnostic
facilities, dental offices, but will not
have any beds .....At the 20th Annual Meet
ing of the Weekly Conference of St. Mary's
Hospital, Duluth, March 21, E. L. Tuohy
presided as usual. Webb Martin reported
on endometriosis and George Berdez gave
an historical summary of the meeting. I
made a few remnrks on the occasion, but
inadvertantly beat the gun by getting up
before I was introduced by Staff President
Larry Gowan. I subsided until I was pro
perly introduced and then I tried to tell
this fine staff organization about the
contribution they had made. St. Mary's
Hospital and St. Luke's Hospital, Duluth,
and the physicians who practice in this
community have created a medical center
without equal in this country. It is
difficult for one who is not familiar with
the high type of medicine which is prac
ticed there to realize what has taken
place in the last quarter of a century.
It was good to see so many young physicians
at the meeting, as this speaks well for
the future. On such occasions as this,
one feels most inadequate in trying to
express the appreciation which we all have
for their accomplishment. Before the meet-

ing, Sister Patricia served an old
fashioned pancake breakfast for the
staff which was heartily enjoyed by
everyone .... I spoke in Worthington,
Minnesota, March 24 in behalf of the
campaign to vote a bond issue of
$400,000 for a new community hospital.
UpwarQs of $140,000 has already been
collected by private subscription. This
town which now numbers 8,000, is one of
Minnesota's most progressive smaller
cities, and should succeed in accomplish
ing its purpose. Only drawback at the
present time is a recent bond issue of
$500,000 for the schools and a Jump in
their local tax rate. A large vote is
anticipated, April 1 because the pro
posal to establish a municipal liquor
store is also up for consideration..•..•
March 25 was Cancer Day in Southwestern
Minnesota. Program started bright and
early or at least early with a showing of
a movie at the high school, followed by
a plea to high school boys and girls
who were qualified to consider the pos
sibility of a research career. The
Field Army and campaign workers met dur
ing the balance of the morning, at noon
there was a luncheon for the workers.
I attended the Kiwanis meeting with
David State, William C. Bernstein, and
King A. Merendino. They made appropriat,
remarks and in the afternoon, we had a
general scientific meeting for all who
were interested. Over 300 persons at
tended. Just as in Duluth, last week,
we found great interest in reports of
canCer investigation. It may be diffi
cult to explain a IIdisease ll to a lay per
son, but systematic investigation of a
problem can be explained. After thecaf
ternoon meeting we went to gold coast
headquarters at Fritz Schade's palatial
home, and then to a smBrgasboard at the
community center where the doctors and
wives had assembled. After dinner the
ladies were taken to a concert and the
physicians remained to hear reports by
the Visiting firemen and then a discus
sion as to what the physician can do in
the cancer program. Doctors State, Bern
stein, and Merendino were tops. Everyone
of you would have been proud to observe
the splendid way they represented our in
stitution. Meetings were under joint
sponsorship of Center for Continuation
study, Minnesota Department of Health,
Minn. Div. of Amer. Cancer Society and
the Minnesota State Medical Association ..


